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R. FRANK PEMBERTON once said that “Endo- 
D metriosis is where you look for it.”” Since we 
began to look seriously and to look for early lesions, 
there have been 240 cases of microscopically veri- 
fied endometriosis and only 114 of acute appendi- 
citis in the female portion of our practice. This 
practice, it should be explained, is that of a small 
group doing internal medicine, general surgery, 
roentgenology and pathology: except for the lack 
of obstetrics, a practice truly general. This inci- 
dence of endometriosis cannot be attributed to 
special referral: less than a score of our patients 
appear to have been referred as endometriosis sus- 
pects. We therefore believe that endometriosis is 
a wide-spread disease. 

Endometriosis is wide-spread, too, in another 
sense of the word. It reaches into several speci- 
alties. Psychiatrists twice have consulted us for 
problems traced to endometriosis via marriages 
broken by dyspareunia and sterility. Five of our 
patients had dermatologic manifestations. The 
urologist meets endometriosis as a bladder tumor 
or ureteral obstruction, the obstetrician as a ster- 
ility problem, the general practitioner and internist 
as a common cause of abdominal pain or possibly 
the most frequent cause of severe dysmenorrhea. 
The general surgeon may encounter it whenever he 
opens a woman’s abdomen. We have seen gastric, 
cholecystic and appendiceal as well as the common 
intestinal lesions. 


*Presented at the 138th Annual Meeting of the Rhode 
Island Medical Society, at Providence, R. I., May 11, 1949. 


There is extraordinary variation in the impor- 
tance attached to the disease by various men. One 
asks: “What’s a_ little endometriosis among 
friends ?’’, another castrates every patient. Endo- 
metriosis is a growth, characterized by speed, 
spread, invasion, sometimes metastasis. Its natural 
course is toward severe pain, dyspareunia, sterility 
and obstruction of the urinary or intestinal tracts. 
Only a minority of cases, a minority of unknown 
size, follows that course into extremes before either 
treatment or the menopause reverse its direction. 
But until we can predict whether the given case will 
follow the majority or minority course, endometrio- 
sis should not be underestimated. Routine castra- 
tion, on the other hand, is gross overestimation of 
the disease. 


Pathology 


What is endometriosis? Time is changing the 
word’s meaning. Originally it meant a growth of 
endometrium anywhere except where it was sup- 
posed to be, lining the uterus. This included diffuse 
glandular permeation of the uterine muscle (adeno- 
myosis) and fibroids which contained gland tissue 
(adenomyomata) as well as the endometriosis of 
chocolate cysts and blueberry spots which John 
Sampson put upon its clinical feet. Later, adeno- 
myosis and adenomyoma were called “internal 
endometriosis’’, as being within the uterus, and the 
Sampsonian disease “external”. Because there is 
no clinical similarity between the three diseases ; 
because block-like masses of Sampsonian endo- 
metriosis, especially in the round ligament or recto- 
vaginal septum, have been miscalled “adenomyo- 
mata” and because true adenomyomata may occur 
external to the uterus, it seems time to abandon the 
internal-external terminology and speak specifi- 
cally of adenomyosis, adenomyoma and endometrio- 
sis, reserving the latter name for Sampson’s disease. 
This paper reports 400 cases of endometriosis in 


that sense of the word. 
continued on next page 
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I:ndometriosis and chocolate cyst are not syn- 
onymous. There is much to endometriosis before 
and beyond the chocolate cyst of the textbooks. 


First of all there is the early, small chocolate 
cyst (Fig. 1) which we general surgeons miss 
because we take out appendices through right rectus 
incisions and explore the pelvis by palpation rather 
than inspection. To the hand, these little chocolate 
cysts feel like normal follicles. The diagnosis is 
for the eye, not the hand, to make and the gyne- 
cologist, who works with a median incision and 
with light enough to see the pelvis, makes it. 

Then there are other lesions in addition to the 
chocolate cyst. These lesions are caused by spillage 
from chocolate cysts (this, it is fair to say, we 
know) and also (we believe) arise directly from 
whatever is the etiologic mechanism of the disease. 

It is the destiny of the chocolate cyst to perforate : 
only once in our 400 cases has an ovarian chocolate 
cyst built up to a large size (10 cm.) without leak- 
ing. Pseudocysts, walled enclosures of tarry fluid 
between the ovary and peritoneum following previ- 
ous perforation of a smaller chocolate cyst, may, 
however, grow large. When one of these or one 
of the larger ovarian cysts perforates, the perfora- 
tion may be a sudden blow-out, with spread of the 
irritant tarry content over the lower half or all of 
the peritoneal cavity. This usually produces the 
syndrome of “menstrual appendicitis’, that is, the 
signs of an abdominal emergency timed at or just 
before the period. Eight percent of our 400 people 
have had blow-outs and we have explored them for 
acute appendicitis, ectopic pregnancy or perforated 
ulcer as often as for the correct diagnosis. These 
are the folk in whom you see the lymphatics of the 
omentum, mesentery and appendices epiploicae so 
choked with black cyst content that you worry about 
the theoretic possibility of metastasis. 

Blow-out, however, is the unusual method of 
perforation. Usually perforation is by seepage, 
monthly seepage, beginning after a lesion reaches 
the diameter of approximately 1 cm. Endometriosis 
appears to remain relatively dormant through the 
first part of the menstrual cycle then put on a spurt 
of growth for a few days before and during men- 
struation. This monthly increment of growth plus 
the irritant monthly seepage—something more 
added each month to the already existing total of 
clisease—will, as you wiil see, furnish the principal 
key to clinical diagnosis. 

What happens after the cyst content escapes ? 
Irregular splashes of viscous brown material— 
“Brown spatter’’—stick tenaciously to the peri- 
toneum. Within a few days this brown spatter 
adheres so firmly that even a sponge cannot rub it 
off without leaving multiple bleeding points in the 


peritoneum. At about 6 weeks a thin covering 
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layer of endothial-like cells may stretch from 
normal peritoneum to normal peritoneum across 
the spilled material, so that the lesion can be re- 
moved only by sharp incision, en bloc with peri- 
toneum. In other words, the spilled material has 
begun to be encapsulated or, by another interpreta- 
tion of the same phenomenon, to invade. We believe 
that viable endometrium spilled from a tube would 
act similarly, but there is not time to enter the fight 
over etiology. 

Despite many attempts, we have failed to demon- 
strate endometrial glands and stroma in brown 
spatter. Microscopic confirmation of “Red rough- 
ening’, the next lesion, has however been quite 
consistent. Indeed it may be easier to verify red 
roughening than a chocolate cyst. In the old choco- 
late cyst, hemorrhage and necrosis often destroy 
microscopic design. 

Red roughening (Fig. 2) was seen in 9% of our 
series, almost always in conjunction with older and 
better known stages, either in the form of shaggy, 
fibrin-like fronds of soft tissue hanging from the 
peritoneum or as a rough, red placque on the peri- 
toneum. Red roughening looks like granulation 
tissue to the eye and the microscope shows granu- 
lation-like tissue with occasional glands and stroma 
in its interstices. 

From red roughening, we believe, the disease 
may progress in either of two ways; by forming an 
endometrioma or by forming a blueberry spot. 

The blueberry spot (Figs. 2, 3), varying froma 
pin point to, infrequently, 5-6 mm. in diameter, is 
a cyst walled around by peritoneum and fibrosis. 
It may occur anywhere on or just under visceral 
or parietal peritoneum. This lesion has been known 
as long as the chocolate cyst. What may not be 
known about it is that it is not always blueberry. 
It may be black, tan or even colorless or white. 
ight percent of our 400 patients had “white” 
endometriosis, in the form of discrete, colorless 
little cysts or in the form of a conglomerate tumor 
of such cysts or as simple white sclerosis, looking 
like ordimary scar tissue. Some of these colorless 
lesions mimic ordinary peritoneal inclusion cysts. 
We do not remember seeing any such amenorrheic 
endometriosis-—if you will forgive the pun—which 
Was not accompanied by ordinary, colored lesions. 
QOueerly enough, these erratic forms of endometrio- 
sis usually are easy to verify microscopically. 

What happens to the blueberry spot? If the 
surrounding fibrosis wins its struggle to contain 
the lesion and an adequate capsule is formed, the 
lesion arbitrarily is called quiescent. Whether we 
are right in using the word is doubtful. Somers 
Sturgis of Boston has suggested* that possibly 
these firmly encapsulated lesions, by trying to ex- 
pand against their capsules, may cause more pain 


*Personal communication 
continued on page 18 
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Figure 1. Photograph of Ovary (x 1). Figure 2. Photograph of Piece of Excised Pelvic 
eer , Peritoneum (x 3%). 
An early chocolate cyst, 4 mm. in diameter, illustrates 
the importance of visual exploration of the pelvis. Cysts ees _ od e a me 
less than 1 mm. in diameter can be identified — if one This shows, below, a small “blueberry spot” and, 


. ar si eae ” 
looks instead of feels. above, “red roughening. 





Figure 3. Photograph of Both Inflammatory and Endo- 
metriotic Adhesions between an Appendix Epiploicum 
and the Uterus (x 2). 


U is the uterus, A an appendix epiploicum, and S a 
retracting suture. This illustrates certain differences in 
appearance and in nature between endometriosis and 
chronic pelvic inflammation. The inflammatory lesion 
(1) is thin, sheet-like, stretching. The adhesion of endo- 
metriosis (E) ts strong, solid, contracting; note the 
typical stellate lines of puckering. “Blueberry spots” 
appear at B, and a nodular endometrioma at N. 

(For permission to reprint these photographs the authors 
are indebted to the New England Journal of Medicine.) 
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than do less anatomically ‘“‘quiescent-appearing” 
lesions. Also, we have seen spillage surrounding 
blueberry spots which were so firmly encapsulated 
that, lacking such suggestion of activity, we other- 
wise would have called them quiescent. For what 
it is worth, the proportion of our 400 patients whose 
lesions we called quiescent was 9%. This does not 
mean that 9% of endometriosis is quiescent: the 
surgeon sees quiescent lesions only when those who 
harbor them happen also to have other disease which 
brings them to operation. So we do not know what 
proportion of the population at large may have 
quiescent lesions. Nor do we know what propor- 
tion of quiescent lesions ultimately cease being 
quiescent. To confuse the issue further, even highly 
active endometriotic lesions may be silent, especi- 
ally if they are confined to the ovary and do not 
involve peritoneum. More than once we have op- 
erated for blow-out of a chocolate cyst in a patient 
who, before the day of blow-out, never had a pelvic 
pain. Suppose such a patient had an innocuous 
fibroid, as such patients often have; suppose the 
operation had been done the day before, for the 
fibroid: then her dangerous endometriosis, by the 
unscientific rigidity of hospital terminology, would 
have been “incidental” to the modest fibroid. We 
hesitate longer at our 400th. case than we did at our 
200th. to call a given lesion incidental or quiescent. 

Is the blueberry spot a way-station along the 
course of the disease or only a terminal lesion? 
Many blueberry spots we have seen have been 
surrounded by peritoneal lesions suggesting old, 
recent or repeated spillage. We therefore believe 
it can be either. 

The true terminal stage of the disease is the 
endometrioma and we believe this lesion may be 
reached either directly from a red roughening or 
through the mediation of a blueberry spot which 
spills its contents or grows through its capsule. 

Figure 3 shows, side by side, chronic pelvic in- 
flammatory disease and an endometrioma. Notice 
the difference between them. The inflammatory 
adhesion is a thin, weak, stretching structure: it 
is an old defense mechanism whose work is done ; 
it is trying to disappear. On the other hand the 
endometrioma is active, invading tumor. There is a 
central, woodeny-hard placque of growth which 
microscopically shows endometrial glands and 
stroma surrounded by and interspersed with dense 
fibrosis. From the central mass radiate outward 
the stellate lines of contraction so typical of the 
gross appearance of endometrioma. Beneath these 
lines the microscope shows columns of advancing 
endometrium which have broken through the en- 
capsulating fibrosis to invade neighboring tissues. 
We believe that the combination of this invasion, 
of the fibrous response summoned by invasion and 
of the ultimate contraction of fibrosis explain both 
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the gross appearance (stellate lines) of the endo- 
metrioma and its more unpleasant consequences, 
the intestinal strictures and those blocks of growth 
which compress, without invading, the ureter. 

The lesions of endometriosis may occur any- 
where in the abdomen, occasionally outside the 
abdomen and even in the extremities. In our 400 
patients, endometriosis in one stage or another was 
located in the gallbladder (3 patients) ; in the peri- 
toneum of the right upper quadrant (2 patients) ; 
stomach (1 patient) ; inguinal canal (1 patient) ; 
labium majus (1 patient) ; appendix (3%) ; lapa- 
rotomy scar (2%); cervix (1%); bladder (18% 
including 2 patients with serious involvement, none 
with penetration through mucosa ) ; over or around 
ureter (6%); on small intestine (3% ; + patients 
with stricture) ; large intestine (23% ; 36 patients 
with partial to complete stricture) ; rectovaginal 
septum (27% ). 


. Diagnosis 

The location and extent of the lesions determine 
the kind of symptoms. Thus bilateral occlusion of 
the ureters will produce a different syndrome than 
sigmoidal obstruction and disease confined to an 
ovary may be utterly painless until it perforates. 
But wherever the lesion and whatever the stage, 
there is one common denominator; the addition, 
month after month, to the amount of disease 
present. 

This, we believe, explains the cardinal symptom! 
of the disease: cumulative increase of some men- 
struation-linked phenomenon. This phenomenon 
usually turns out to be pelvic pain because most 
people with endometriosis have some of it some- 
where in the pelvis : 91% of our patients had pelvic 
peritoneal endometriosis, 66% had ovarian. 

To save words we may call this cardinal symptom 
“increasing dysmenorrhea” provided that two 
warnings are remembered. Firstly, “dysmen- 
orrhea” is not necessarily “cramps”. The pain of 
endometriosis can be cramp but it also can vary 
from a misery in the back to a sharp stab at Mc- 
3urney’s point. Secondly, remember that “‘increas- 
ing’? dysmenorrhea and “acquired” dysmenorrhea 
are altogether different phenomena. The woman 
who did not have dysmenorrhea, and now does have 
it, by definition has “‘acquired” dysmenorrhea. She 
also has increasing dysmenorrhea: it has increased 
from none to some. On the other hand, the woman 
who had dysmenorrhea ever since the menarche, 
but whose dysmenorrhea now is increasing, does 
not have acquired dysmenorrhea but she does have 
increasing dysmenorrhea and she is just as likely to 
have endometriosis as her sister with the “acquired” 
symptom. 

Common sense must be applied to this symptom 
of increasing dysmenorrhea. The history of one or 
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two periods a little more painful than their prede- 
cessors is not significant. The increase of endo- 
metriotic dysmenorrhea is constant and cumulative. 
Unfortunately, absence of the symptom does not 
exclude endometriosis. Although we consider it 
the cardinal symptom of the disease, we elicited it 
in only 202 of 400 patients. And “elicit” is the 
proper word. Patients do not volunteer this 
symptom. One must cross-question. 

With only half the patients manifesting the car- 
dinal symptom, one must look further for help in 
the diagnosis. Other symptoms unfortunately offer 
little help. Menorrhagia or metrorrhagia, ordi- 
narily listed by text books as important symptoms, 
were present in less than a third of our patients 
and usually could be explained by concomitant dis- 
ease. Dyspareunia is suspicious and increasing 
dyspareunia is at least as significant as increasing 
dysmenorrhea, but neither is often present. Rectal 
bleeding at menstruation, a favorite of the older 
texts, is practically a freak of nature: although 96 
patients in this series had some degree of large 
bowel involvement, only once did an endometrioma 
project through the mucosa into the bowel lumen 
(it was at the rectosigmoid) and the other 95 lesions 
rode free in the outer layers of the gut, not even 
attached to the mucosa. Of course, we saw patients 
with rectal bleeding. But we thought it came from 
their piles—or their cancers. Bowel tumors which 
bleed are, until microscopically proven, not endo- 
metriosis but carcinomata. 

Involvement of bowel, ureter or bladder may 
contribute to diagnosis by menstrual-linked urinary 
symptoms, constipation or rectal pain, especially if 
the latter is aggravated by jarring (defecation, 
coitus, riding). Cystoscopy may show a tumor 
which penetrates the vesical mucosa and so is avail- 
able to biopsy: although penetration was not met 
in our patients, at least 14 cases have been reported 
and we know of several others. Proctoscopy should 
prove that a bowel lesion is extramucosal, although 
the overlying mucosa may be injected. Bowel lesions 
must be fairly advanced to appear in X-ray, but 
the demonstration of intact mucosa at a stricture 
or side-wall defect is most important. Multiple 
sigmoidal lesions or a hydroureter beginning just 
behind the uterine artery cross-over are highly 
suspicious. 

In addition to a cardinal symptom, endometriosis 
has a pathognomonic sign: the hard, infiltrating 
nodule in the pelvis as felt by vaginal and rectal 
and, best of all, combined rectalvaginal examina- 
tion. Once appreciated, the feel of this lesion is not 
likely to be confused with anything else except 

possibly metastatic peritoneal carcinoma. But we 
do not believe one should wait for palpable endo- 
metriosis before making the diagnosis. In this we 
disagree with some of the best men in the field. But 
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only 27% of our cases had lesions large enough to 
feel which happened to occur within reach of the 
finger. So, had we waited for palpable nodules 
some three-quarters of our cases would have been 
missed. 

Unfortunately endometriosis often occurs in 
people with other pelvic diseases, the symptoms of 
which may obscure its symptoms, and in childless 
women, whose neurotic complaints may lull one 
into the false security of assuming that their other 
symptoms, too, are functional. This misfortune 
may be turned to advantage if one looks upon other 
pelvic disease and childlessness as reminders of 
endometriosis. 

The habit of remembering endometriosis in an 
especial group of susceptibles has been, next to 
the appreciation of increasing dysmenorrhea, our 
greatest aid in diagnosis. The disease mostly occurs 
in a sharply delimited fraction of the population: 
mature females who are not having children. By 
mature is meant physiologically mature, menstru- 
ating. More precisely, endometriosis occurs at any 
age, including youth?, between 2-3 years after the 
menarche and the menopause. (We ourselves have 
seen no active endometriosis later than cessation of 
flow). Almost half of our 400 patients were child- 
less and 90.2% had not had a child within five years 
of our making the diagnosis. This does not mean 
that women can not have endometriosis within five 
years of parturition: 10% of these women did 
(although, to be sure, most of this fraction con- 
sisted of women whose symptoms antedated the 
pregnancy or who had artificial endometriotic 
transplants into operative incisions). But it does 
mean that we should look for the disease in women 
who are not having children, no matter whether the 
childlessness be from indecision, inability or lack 
of opportunity. 

One practical contribution to endometriosis, 
worth a dozen a priori arguments on etiology, has 
been Meig’s advocacy of early marriage. Early 
childbearing might prevent endometriosis and at 
least would give women their children before endo- 
metriosis struck. It is not only the children but the 
women and their husbands for whom the point is 
important: the dysmenorrhea, dyspareunia and 
sterility which endometriosis causes are potent, if 
unromantic, home-wreckers. The prophylactic 
importance of early procreation, however, should 
not lead us into diagnostic error: long past preg- 
nancies do not guarantee against present endo- 
metriosis. Fourteen of our patients had 5 or more 
children, stopped having children then, after 5 
or more years, developed endometriosis. 


A final aid to preoperative diagnosis is endoscopy 
either by peritoneoscope or culdoscope and, since 


the results of undetected endometriosis can be so 
continued on next page 
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serious, we believe that one should be radical about 
endoscoping the doubtful case. Preoperative diag- 
nosis still is imperfect but it is far from the im- 
possibility that some writers imply. Our own rate 
has been raised from disgracefully near zero to 
70% by searching for increasing dysmenorrhea in 
women who were not having children and by peri- 
toneoscoping on suspicion. 


Treatment 

At several meetings during recent years we have 
shown exhibits on or including endometriosis. 
Now the exhibitor stands like a beggar beside his 
placard, and men from all over the country who 
know his subject come to pour their information 
into his cup. The reader of a paper may answer a 
few questions: the exhibitor can ask them all day 
long. 

The gleanings of our cup show that the treatment 
of endometriosis throughout the country differs 
from any pattern you might expect from your 
reading. There is, in fact, no pattern. The most 
popular principles of treatment seem to be: 1. 
Routine castration; 2. Removal of large lesions, 
especially chocolate cysts, leaving peritoneal lesions 
untouched and saving ovarian fragments; 3. As 

2, with hysterectomy but without oophorectomy ; 
4. Doing nothing so long as possible, then castrat- 
ing; 5. Castrating by radiation, sometimes on 
symptomatic diagnosis alone ; 6. Estrogenic, lutein- 
izing or gonodotropic substances. 

Obviously, large-scale, long-term follow-up 
studies based upon personal physical examination 
are needed.* For today’s paper, we undertook such 
a study of one principle of treatment. We found 
that it cannot be finished until long after today, but 
it has progressed far enough to show disappointing 
results. 

Our principle of treatment has been to remove or 
castrate: either to remove all endometriosis, how- 
ever extensive and wherever located or. if this were 
mechanically impracticable, to do complete hyster- 
ectomy and bilateral salpingo-oophorectomy. Ina 
few execeptions, partial (supracervical) hyster- 
ectomy with bilateral salpingo-oophorectomy or 
bilateral salpingo-oophorectomy alone were done, 
and a few older patients with recurrence or exten- 
sive, peritoneoscopically verified disease were cas- 
trated by radiation with no attempt at excision of 
the growth. A few young women with extensive 
lesions were considered to be exceptions and were 
not castrated even though we were unable to excise 
every last morsel of the disease. These are the only 
patients in whom partial removal has been tried. 
We have not tried removing part of the ovarian 
tissue nor leaving in the ovaries and removing 
uterus alone. 
os yaaa notable study has appeared since this paper was 
read. 
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Our principle of remove or castrate has let us 
into some heavy surgery; intestinal resections, 
plastic and urological operations and tedious dis- 
sections of the pelvis followed by an appreciable 
morbidity and one death (2 other patients with 
incidental untreated endometriosis died from their 
principle disease, carcinoma). Despite this our 
castration rate is too high (52%) and our re- 
currence rate, so far in the follow-up, is consider- 
able. 

In brief, our follow-up will show that some better 
principle of treatment should be sought. Possibly 
other principles may prove even less satisfactory 
in the long run and we may return to the idea of 
remove-or-castrate. But for the time being we are 
continuing to remove all lesions which are mechani- 
cally removable and, for these lesions which, at 
peritoneoscopy or exploration, are considered me- 
chanically unremovable we are trying either stil- 
bestrol in doses smaller than Karnaky’s* or tes- 
tosterone*. Because the results of hormone treat- 
ment still are unproven and because the doses of 
testosterone which must be used are large enough 
to risk masculination and those of stilbestrol enough 
to risk, at least in theory, carcinogenesis, we believe 
that neither agent should be used without operative 
or peritoneoscopic confirmation of the diagnosis. 
And pending further end-result study, we ourselves 
do not propose to use either of them as a substitute 
for excision of the disease but only as a substitute 
for castration, when the disease is mechanically 
unresectable. 

On the other hand it seems that, for the present, 
even the bare possibility of effective chemical 
therapy removes most of whatever justification 
there was in the past for occasional castration. 

Finally, even though the follow-up study is un- 
finished, it has uncovered one bit of absolute 
evidence. The finding of 52 pregnancies following 
non-castrating operations for endometriosis proves 
that the principle of routine castration never was 
justified. 

Summary 

In women, endometriosis is more frequent than 
appendicitis and its manifestations extend into 
several specialties of medicine. The cardinal 
symptom is cumulative increase of some menstrua- 
tion-linked phenomenon, usually pelvic pain; the 
pathognomonic sign is the characteristic “feel” of 
an endometrioma. This is best appreciated by 
simultaneous rectalvaginal examination. Cardinal 
symptom and pathognomonic sign often are lacking 
and a most helpful trick of diagnosis is expecting 
the disease in women who are not having children. 
Contrary to general belief, it does occur in youth. 


Peritoneoscopy (or culdoscopy) is indicated 


where doubt exists.. But exploration of the pelvis 
continued on page 23 
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METASTATIC CALCIFICATION AND RENAL FAILURE FOLLOWING 
ERTRON THERAPY IN AN AGED ARTHRITIC* 


HARRY HECKER, M.D. 








The Author. Harry Hecker, M.D., of Pawtucket, R. 1. 
Junior Physician, Out-Patient Department and House, 
The Memorial Hospital, Pawtucket. 





B* CHANCE, it was noted that patients treated 
with Vitamin D for allergic conditions experi- 
enced alleviation of arthritis. Soon there was a 
flood of medical tracts which, over the years, thor- 
oughly confused the practitioner because of their 
divergent reports.' But, though the efficacy of Vita- 
min D therapy was in doubt, being variable and 
unpredictable, it soon became certain that toxic 
effects occurred?—some lethal and bizarre. The 
literature discloses that, to date, six patients have 
been autopsied following hypervitaminosis D. 
Metastatic calcification was noted in all.? 

The amounts of Vitamin D deemed necessary in 
arthritis are far beyond the non-toxic doses neces- 
sary to prevent rickets. The preparations which 
have proven toxic*, in the order of their potency, 
are— 

1. Ultra violet irradiated ergosterol. 

2. Electrically activated vaporized ergosterol 

(Ertron) 

3. Simple fortified cod liver oil. 

20,000 international units per kg. body weight per 
day, is usually considered as the minimum toxic 
dose for human beings. But toxic effects have been 
reported in one adult with 1,000 units per kg. of 
body weight*. 

x * * * * 

The author wishes to thank Dr. J. Greenstein, chief of 
medicine, The Memorial Hospital, and Dr. E. Benjamin, 
chief roentgenologist, The Memorial Hospital, for their 
help in preparing this report. 

It is thought that Vitamin D first injures the cell 
and that this is followed by the deposition of cal- 
cium. Abnormal tissue calcification can occur with 
total blood calcium values that are not elevated. A 
rapidly fluctuating level of serum calcium is more 
likely to produce pathological calcification than a 
persistently elevated one. Calcium is deposited 
throughout the soft tissues of the body and at the 
following major sites— 

*Presented at the John F. Kenney Annual Clinic of the 


Memorial Hospital Internes’ Alumni Association, at Paw- 
tucket, R. I., November 2, 1949 


Arteries—Inner layer of media 

Kidneys—Tubular epithelium, basement mem- 
brane and interstitial tissue, lumen collecting 
tubles 

Lungs—In lining of pulmonary alveoli and 
bronchi 

Stomach—Muscularis, basal portion of gastric 
mucosa cells 

Heart—Coronaries 

Brain—In and beneath dura, falx, tentorium 


Clinical History 

The following case is illustrative of the wide- 
spread soft tissue calcification and is of special in- 
terest because the patient is apparently the oldest so 
far reported: 

The patient, a 70-year-old, tiny, emaciated, gray- 
haired woman, was admitted to the Memorial Hos- 
pital on November 16, 1948 with a diagnosis of 
pneumonitis. She had a dry cough and had been 
vomiting green material for 4 days. She had been 
well until + years previously when she developed 
arthritis of the upper extremities and ankles with 
resultant deformities of the hands. For this condi- 
tion she was treated with Ertron (50,000 units per 
capsule). She stated that she took 12 capsules daily, 
“For many months” and then 6 daily, “For a long 
time—overa year.” Painless, progressive swellings 
appeared at the sterno-clavicular joints. (Fig. 1) 

continued on next page 
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These were described as being “Firm but somewhat 
fluctuant.”’ 

X-rays taken on admission showed an area of 
haziness and slight density over the mid portion of 
the right lung. Also widespread areas of calcifica- 
tion were seen in various soft tissues of the body. 
(Figs. 2, 3,4). Patient received penicillin therapy, 
and she ran an occasional mild, irregular tem- 
perature ranging to 103.6°F. on two occasions. 
Thirteen days after admission, x-rays disclosed 
complete resolution of the pneumonic process. She 
was discharged home on December 5, 1948. 

The following is a table summarizing the labora- 
tory data with comparative figures of a case* re- 
ported by Hyde, L., Hyde, B., in the Annals of In- 
ternal Medicine, 1947, 

Case Reported 
by 
H.#96726 Hyde, L.-Hyde, B. 
70 yr. old female 59 yr. old male 


Blood 
B.U.N. (mg. /100 ¢.c.) 40 43 
37 
32 
Creatin (mg./100 c.c.) 3 2.4 
2.6 
2 
Uric Acid (mg./100 c.c.) 3.65 


Cholesterol (mg./100 c.c.) 147. (Esters 69%) 
97.6 (Esters 58%) 


Chlorides (mg./100 c.c.) 420 
520 
Serum 
Calcium (mg./100 ¢.c.) 10.6 9.3 
10 
Alk. Phos. (King Armstrong 
Units) 2.8 6.5 
5.2 
8.4 
Alb. (gms./100 ¢.c.) ot 3:5 
Globin (gms./100 c.c.) k 4 3: 
Blood Counts 
Heb. (Sahli) (gms./100¢.c.) 9.7 9.1 
R.B.C. (per cu. mm.) 3,230,000 2.8 
Urine 
Alb. ope 7 
Mic. W.B.C. ++ to + Occ.W.B.C. 
R.B.C. —-—to + 
Cone. and Dil. 1.002 to 1.007 1.011 
PS. (1) Spec. #1 5% 45% 


Spec. #2 Less 5% 
(2) Spec. #1 Less 5% 
Spec. #2 13% 

When one considers the frequency of arthritic 
complaints in the aged, the pages of Geriatrics are 
strangely free of reports of Vitamin D poisoning. 
The answer to this paradox may lie in either the in- 
heritant wisdom of the aged or the fact that many 
complaints have been taken as timed honored attri- 
butes of age. None the less, following are listed 
factors which make them more susceptible to Vita- 
min D poisoning : 

1. Immobilization® — Bed-ridden patients, 

through atrophy of disuse, as emphasized by 
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FIGURE 2: The kidneys are easily delineated by areas 
of calcification in its substance. 


FIGURE 3: Large areas of soft tissue calcification 
about the shoulder, in the axilla and on the back. 








» JANUARY, 1950 


FIGURE 4: The deformities of hands were due to 
calcified masses not arthritis. 





Albright, may produce hypercalcemia with re- 
sultant renal damage. 


} 2. Diet—Exodontia, economics and lack of ro- 
4 bust appetite revert the aged to a diet in which 
the nucleus is milk. It has been shown that the 
absolute as well as the relative amounts of cal- 
cium and phosphorus in the diet influence the 
toxicity of Vitamin D*. 
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. Constipation—Toxicity more likely to occur 
in patients with G.I. disfunction. 
. Greater incidence of kidney pathology—Im- 


paired kidney function should be considered 
contraindication to treatment. 


228 SRR oe Seer se, 
—. 


: 5. Wear and tear of time—Calcification may be 
: facilitated by local tissue injury already pres- 
4 ent. 


Conclusions 
It is likely, for the reasons just outlined, that the 
aged patient should not be treated with potent Vita- 
min D. If it is used in younger patients, it is essen- 
tial to anticipate any possible toxic effects by rou- 
tinely studying the calcium metabolism and the 
functional state of the kidneys. 
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ENDOMETRIOSIS: A REPORT OF 400 CASES 
concluded from page 20 


by palpation alone, without vision, will fail to 
demonstrate “brown spatter”, “red roughening”, 
small chocolate cysts and colorless endometriosis. 


There still is little positive knowledge about 
treatment and more follow-up studies are needed. 
The unfinished follow-up of our own cases, treated 
by either removal of all disease or by castration, 
shows a high castration rate (52%) and a recur- 
rence rate which, even after wide resection, is high 
enough to justify a search for better methods. But 
52 postoperative pregnancies are conclusive proof 
that routine castration is absolutely unjustified. 
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AUREOMYCIN IN THE TREATMENT OF PEMPHIGUS 


Report of a Case 
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partment of Dermatology, Rhode Island Hospital. 
(IF. Ronchese, M.D., Chief of Service). 





T: E CAUSE of pemphigus is unknown. Its charac- 
teristics are the insidious or sudden onset of 
bullous or vesicobullous lesions on apparently 
normal skin and mucous membranes. Remissions 
may occur, though relapses and recurrences are 
the rule. Constitutional symptoms eventually re- 
sulting in death are usually the course of the disease. 
Three types have been described: Pemphigus vul- 
garis, foliaceus and vegetans. 

Treatment has been mostly supportive and prac- 
tically unsuccessful. Philips' recently treated a 
case of acute pemphigus vulgaris with aureomycin. 
The patient died, but apparently the remissions in 
the bullous skin manifestations before death may 
be attributable to the use of aureomycin. Sutton 
and Sutton? review the various therapies which 
have been used in pemphigus. Arsenic, iron caco- 
dylate, liver, coagulen, sodium suramin (ger- 
manin), moccasin snake venom—(1:3000  solu- 
tion), mercurochrome, methylene blue, gentian 
violet. Mercury chloride (1:5000) in isotonic 
saline and potassium permanganate baths (1 :2000) 
have been helpful. 

Also, fractional x-ray therapy has been used; 
dihydrotachysterol to increase blood calcium, vita- 
min D—(50,000-400,000 units daily) and _ ribo- 
flavin. According to many authors, the mortality is 
close to 95 percent. The average age of onset is in 
the 5th and 6th decades of life. 

Report of a case: 

On March 24, 1949 a 76-year-old white, male, 
American, a salesman of soft drink beverages, was 
admitted to the dermatological service of the Rhode 
Island Hospital with a bullous eruption involving 
the entire body surface. His skin was clear until 
six months previously when he first noticed small, 
scaly, non-bullous lesions on each inner thigh. 
These were only slightly pruritic. One month later 
the lesions became crusted and oozed following 
disappearance of the crusts. The patient had always 
been in good health, and particularly never suffered 
from any disease of the skin, The complaint began 


two weeks previous to admission, when the patient 
noticed the sudden onset of buliue over the trunk 
and extremities. Apparently the new lesions were 
grossly different from the small scaly lesions of 
six months previously. 

It is noteworthy that the patient’s arms and 
ankles were swollen for the two weeks prior to 
admission. There were systemic symptoms repre- 
sented by chills and fever; no previous surgery, 
serious illnesses, unusual contacts, exposures or 
dietary indiscretions. He suffered from hay fever, 
but denied other diseases. Family history was 
irrelevant. 

Physical Examination: 

He was a well-developed and nourished, coopera- 
tive, elderly, white male, not acutely ill; blood 
pressure 130/75, temperature 97 degrees F., res- 
pirations 20/minute, pulse 70/minute. Over both 
legs, arms, chest and abdomen there was a derma- 
titis consisting of macules, vesicles and bullae, many 
crusts and excoriated lesions. There were many 
denuded weeping epithelial areas. Nikolski’s sign 
was present. No mucous membrane lesions were 
found. The rest of the examination was normal 
except for a slightly enlarged heart; the liver was 
enlarged three centimeters below the costal margin, 
non-tender. A bilateral inguinal hernia and two 
plus ankle edema were present. The patient was 
not in cardiac failure. His edema cleared on bed 
rest. The diagnosis of pemphigus vulgaris seemed 
clinically warranted. 

Because of some apparent success obtained in 
other cases, the patient was given fractional x-ray 
irradiation to the liver and spleen. He received a 
total dose of 306 roentgen units over a period of 
six days. No effect was demonstrable. Because 
of some appearance of the lesions suggesting der- 
matitis herpetiformis, he received three grams of 
sulfapyridine daily for five days. At the same time 
he was given 0.25 gram acetarsone for one day. 
The results were completely negative. Locally as 
suggested by N. P. Anderson of Los Angeles, a 
paraffin spray was applied to the body three times 
a day for eleven days. (Composition: paraffin wax, 
petrolatum, olive oil, sulfanilamide, menthol, cam- 
phor, oil eucalyptus). This moderately improved 
the situation. Other local medication consisted of 
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Lassar’s paste with menthol and phenol. Two per- 
cent gentian violet in water was injected into the 
bullae and applied to the oozing areas. The patient 
also had potassium permanganate baths (1 :4000) 
daily for fifteen minutes. He received a high pro- 
tein pureed (was edentulous) diet which included 
double portions of chopped meat, proteinum egg- 
nog four times a day, milk and fruit juices as 
tolerated. He received three multivitamin (Abdol 
with C) tablets and 50,000 units of vitamin D daily. 

Under the described regime the patient did not 
do well at all. Diet was taken poorly. Periods of 
languor were alternated with spells of hallucina- 
tions and tremors. He was definitely disoriented 
and quickly becoming a major nursing problem. 
Many flaccid bullae enveloped the upper and lower 
extremities, chest and abdomen. The face, back 
and mucous membranes have never been involved. 

On the assumption that the cause of pemphigus 
may be a virus, aureomycin has been used in many 
cases throughout the country. Successes as well 
as failures were reported. On April 4, 1949 admin- 
istration of aureomycin was begun. He received 
one gram by mouth every six hours for twenty-four 
hours, followed by one-half gram every six hours 
for two days. Thereafter dosage was reduced to 
two hundred and fifty milligrams every six hours 
for seven days more. Finally he received two hun- 





Figure 1. Shows prompt clearing of bullous manifestatfons after first week of aureomycin. With exception 
of a few blebs on the ankle, the body is entirely clear at the present date, November 1, 1949, after 231 days 
from the onset and 250 grams of aureomycin. (Photo by G. Mancini). 


dred and fifty milligrams every three hours for the 
next succeeding six days. 

The first four days under this therapy were some- 
what encouraging. The patient seemed stronger, 
more alert, and ate his food. On the 7th day a few 
bullae were still forming though less bullae ap- 
peared on the body as a whole than before com- 
mencement of aufeomycin therapy. April 17, 1949, 
following the administration of sixteen grams of 
aureomycin by mouth over a period of thirteen days, 
the bullae had completely disappeared. Treatment 
was continued through April 20, when the con- 
tinued excellent condition of the patient warranted 
a rest period. He was now rational, alert, and slept 
well. Appetite had returned and he took routine 
supportive therapy without complaint. 

Six days following cessation of aureomycin 
therapy many new bullae were developing on the 
shoulders, lower abdomen, lower legs and ankles. 
Aureomycin was again given on April 22, 1949. 
Dosage this time totaled two grams daily given as 
two hundred and fifty milligrams every three hours 
by mouth. Within one week the patient was again 
free from bullae. Therapy was continued for six- 
teen days, when, with the continued marked im- 
provement, aureomycin was discontinued for the 
second time on May 12, 1949. 


continued on next page 
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Because of the reappearance of the lesions two 
days following cessation of treatment for the second 
time, aureomycin was administered for the third 
time on May 16, 1949. This was continued for two 
weeks, two hundred and fifty milligrams by mouth 
every three hours. The patient was free from 
lesions. Aureomycin was discontinued on May 30. 
June 1, a new crop of bullae appeared. 

Because of the only temporary remission ob- 
tained with aureomycin, chloromycetin was admin- 
istered on June 3, two hundred and fifty milligrams 
every three hours by mouth daily for two weeks. 
The patient had no remission this time. Bullae 
continued to develop on the trunk and extremities. 
Towards the latter part of the second week he 
commenced to go down rapidly. Oral temperature 
rose to 102 degrees F. No other source of active 
infection was found on physical examination. 
Lungs were clear to percussion and auscultation. 
He refused food and his hallucinatory depressions 
returned. Chloromycetin was discontinued on 
June 12, ten days following the initial dose and 
after a total dose of eighteen grams. 

Administration of aureomycin was resumed. 
The patient did well. On June 22, aureomycin was 
reduced to a maintenance level of two hundred and 
fifty milligrams every six hours, exactly half of 
the effective dosage previously determined as satis- 
factory. Some bullae had persisted on the dorsum 
of both feet when the minimum dosage was initially 
prescribed. On this regime spontaeous vesicles 
re-appeared more slowly this time on the upper and 
lower extremities. After one week the eruptions 
had definitely returned, though less severely. The 
trunk was surprisingly free from new lesions. The 
apparently effective minimum dosage of aureo- 
mycin, two hundred and fifty milligrams, every 
three hours was administered again on June 29. 


Figure 2. Shows prompt recurrence of 
(Photo by G. Mancini). 


bullous manifestations after discontinuance of 
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Laboratory Findings: 

Red blood cells ranged from the low value of 3.3 
million/em3 with 10.0 grams of hemoglobin to 
4.8 million/em3 with 12.0 grams of hemoglobin 
when discharged. White blood cells ranged from 
10,500 to 23,100/em3. The differential smear 
repeatedly showed a marked eosinophilia (13 to 
27 percent) with normal mature polymorpho- 
nuclears. Urinalyses were normal ; blood sedimen- 
tation rate, 9mm/hr.; cholesterol, 168 mgm. per- 
cent ; prothrombin activity, 75 per cent of normal ; 
blood sodium chloride, 473 to 495 mgm. percent ; 
total proteins averaged 5.0 grams; calcium, 7.9 
mgms ; phophorus, 4.2 mgms.; glucose, 90 mgins. 
The phytopharmacological tests (Macht-Pels 74; 
Macht-Ostro negative) were of no diagnostic help. 

Dr. Melvin Burnett, resident in pathology, 
studied the sternal bone marrow, and reported as 
follows: “Several sections showed a preponderance 
of fat globules varing in size under oil immersion 
power. Here the cellularity is markedly decreased 
to almost absent. The fatty material is seen in all 
preparations, though less so in several. A noticeable 
decrease in erythropoiesis with an apparent shift to 
the left is observed. Erythropoiesis is normoblastic 
in nature with a significant increase in numbers of 
eosinophilic myelocytes and eosinophils. Granulo- 
poiesis of the neutrophilic series is not judged to be 
abnormal. Megakaryocytes are present in sufficient 
quantity. Without the advantages of a bone marrow 
biopsy for complete architectural detail, it still is 
possible to state that there is a hypoplasia of the 
bone marrow cellular elements with specifically a 
depression of erythropoiesis. The significance of 
the increased eosinophilic myelocytes is not pres- 
ently known.” 

The patient was discharged to a private con- 
valescent home under special nursing supervision 
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following ninety-eight days of hospitalization. On 
this date he was in good health, enjoyed his food, 
and engaged in active, well oriented conversation. 
He was up and about the ward. The bullous erup- 
~ tions with large denuded weeping areas and crusted 
areas seen on admission were no longer present. A 
few small vesicles gradually subsiding on the dor- 
sum of the feet remained. 

4 Nausea, vomiting and diarrhea have frequently 
been associated with aureomycin therapy. None 
of these symptoms were seen in our patient. 




































Figure 3. Cellular area of the bone marrow in which 
an occasional erythroblast is noted. Many of the 
segmented cells are eosinophils. X-240) (Photo by 
G. Mancini). 






Figure 4. Smear of the bone marrow principally com- 
posed of fat globules. (X-60) (Photo by G. Mancini). 
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The patient was seen on November 1, 1949, two 
hundred and thirty-one days after the onset of the 
disease. He was still taking eight, two hundred and 
fifty milligram capsules of aureomycin daily. The 
total dose is now more than two hundred and fifty 
grams. He is free from lesions with the exception 
of a few blebs on the ankles and dorsum of the 
hands which appear spontaneously periodically, and 
regress without additional treatment. 

Summary and Conclusions 

Aureomycin in daily doses of two grams from 
April 4, to April 20, over a period of sixteen days, 
proved effective in practically clinically clearing a 
case of pemphigus vulgaris. Three times aureo- 
mycin was discontinued and the bullae promptly 
recurred. On a maintenance dose of eight, two- 
hundred and fifty milligram capsules daily, the 
patient on November 1, two hundred and thirty-one 
days after the onset of the disease is practically free 
from bullous lesions and in very good general con- 
dition. The total dose of aureomycin administered 
to date, November 1, 1949, is more than two hun- 
dred and fifty grams. 

Chloromycetin has been used after a recurrence, 
but proved ineffective. 
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een is presented a case of Herpes Zoster 
Oticus. It is interesting to note the parallel- 
ism it makes with a case reported nearly twenty 
years ago by one of us (C. A. M.) which is included 
with this report. 

W.S. M., aged 59, was examined on September 
28, 1949. His past history did not reveal any major 
medical or surgical illnesses. On September 27, 
1949 he noted dull aching on the right side of his 
head, accentuated by sharp twinges of pain in the 
skin and scalp above and around his right ear. On 
September 28, soreness developed about the right 
‘ar and considerable swelling soon appeared in this 
area. The ear drum was normal and the external 
canal not unusual. During the next two days the 
swelling about the right ear subsided. In this same 
period, however, the patient developed much light- 
headedness. When lightheadedness was marked, 
nausea was present. Beginning September 29, 1949 
an eruption appeared in the external canal and about 
the right ear. Hearing became markedly impaired. 
By September 30, 1949 definite vertigo was present 
which persisted but varied greatly in intensity for 
about two weeks. On September 30, 1949 the 
patient noted a metallic taste in the right side of 
his mouth and dryness of the right nostril. On 
October 1, 1949 the right eye became sore and pain- 
ful; the right side of his nose felt numb and there 
was a marked weakness of the right side of his face 
with an inability to use the whole right side or to 
wrinkle his forehead. 

On physical examination (September 29, 1949) 
there was no abnormality found in the nervous sys- 
tem excepting the condition of the ear and the 
facial nerve. There was a right facial paralysis 
involving all branches of the nerve. The ear was 
definitely erythematous and showed numerous ves- 
icles. The external canal was closed with swelling 
and a creamy exudate. Several discrete clusters of 
*Presented at the Eye-Nerve Clinic, Rhode Island Hos- 
pital, October 16, 1949, 


vesicles were present on the right side of the soft 
palate and the right side of the tongue. Taste on 
the right side of the tongue was grossly disturbed. 


COURSE—One week later the patient was im- 
proved. Nausea was no longer present, vertigo, 
although present, was very much less and taste 
had improved. The herpetic lesions in the aural 
cavity had nearly disappeared and those about the 
ear had undergone distinct involutional changes. 
The facial paralysis showed beginning recovery 
about the lips and naso-labial folds. The eye could 
be closed weakly. Hearing was slightly improved. 
Seven weeks later vertigo had entirely disappeared 
and hearing had nearly normalized. The herpetic 
lesions had completely disappeared and the external 
auditory canal. was normal in appearance. Taste 
had returned fully and the tongue and palate were 
not remarkable. The facial paralysis had improved 
50%. 

+. * 

Following is a case reported by Charles A. 
MeDonald, M.D., and IX. W. Taylor, M.D., at the 
Annual Meeting of the American Neurological 
Association, Atlantic City, N. J., June 11, 1930 
and recorded in Vol. 25, pp. 601 in the Archives of 
Neurology and Psychiatry. 

The patient, aged 36, the mother of one child, 
one having died in infancy, was examined in con- 
sultation with Dr. William H. Robey on December 
20, 1929. Beyond the fact that she had had her 
tonsils removed fifteen years before, there was 
nothing of significance in the previous history. On 
December 20, she had a slight sore throat that did 
not demand medical attention. On December 17, 
she called a physician because of a feeling of sore- 
ness about the left ear, which was much swollen. 
There was also a palpable gland at the angle of 
the jaw. The ear drum was normal, and there was 
obviously no disturbance of the middle ear. The 
condition improved somewhat for a time. However, 
the patient had marked pain in the mastoid region. 
She stated that the left side of her upper lip felt 
as if procaine hydrochloride had been injected. 
She showed slight improvement until December 18, 
when facial paralysis developed, involving all 
branches of the nerve, but more particularly the 














HERPES ZOSTER OTICUS 


lower ones. She had varied pain—aching, steady, 
sharp and intermittent—about the ear. At the 
outset this pain was rather inconstant. For several 
days before the herpetic eruption appeared, the 
patient suffered much from vertigo. She felt as if 
she were going to fall forward, and as if the auto- 
mobile in which she was riding was going very fast. 
She had a similar experience when walking. The 
vertigo disappeared at the end of three or four 
weeks. She continued to have some tinnitus until 
January 1, 1930, about two weeks after the onset. 
The tinnitus was improved by blowing out the 
eustachian tube, and when examined on March 19 
it had entirely disappeared. She continued to have 
some slight headache, but with this exception she 
was entirely well. There was no evidence of any 
herpetic eruption or of scars. Sensation was every- 
where normal. 


During the physical examination (December 20) 
no abnormality was found in the reflexes, pupils or 
the nervous system in general, except for the condi- 
tion of the ear and the facial nerve. There was a 
pronounced facial paralysis on the left side with 
obvious involvement of all branches of the nerve, 
although the eye could be closed weakly. The pro- 
nounced swelling of the ear noted earlier had dis- 
appeared, but the auricle was markedly reddened 
and at various points showed some vesicles of a dis- 
tinctly herpetic character. The external auditory 
canal was practically closed through swelling of its 
walls. Taste was definitely affected on the left side 
of the tongue. 


COURSE—When the patient was examined 
again about a month later, there was decided im- 
provement. The face had practically recovered its 
normal motility, with slight persistent weakness in 
the closing of the lids. The lower branches of the 
facial nerve had practically recovered, but the 
patient still noticed a small area of reduced sensa- 
tion over the left side of the upper lip. The vertigo 
of which she had formerly complained had dis- 
appeared. There were no signs of herpes left, 
excepting a slight scar in the internal meatus. The 
Rinne test was positive. The sense of taste had 
returned. She was able to whistle imperfectly. 


COMMENT-—Of the virus infections of the 
central nervous system one must consider Herpes 
Zoster. This is particularly true of herpes of the 
cranial nerves. Whereas some investigators have 
heen unable to demonstrate pathological changes in 
the cranial nerve ganglia at post mortem examina- 
tion of patients with herpes zoster other workers 
have been able to recognize definite clinical pat- 
terns from inflammatory involvement of cranial 
nerve ganglia. It was by the zonal method of dis- 
tribution of herpetic lesions due to inflammation of 
the geniculate ganglion of the facial nerve that J. 
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Ramsay Hunt first demonstrated a sensory com- 
ponent of the facial nerve. Both cases here recorded 
had herpetic lesions localized in the zone attributed 
by J. Ramsay Hunt to the sensory portion of the 
seventh nerve, originating in the geniculate gang- 
lion. The facial paralyses were undoubtedly due to 
the proximity of the motor and sensory branches 
of the seventh cranial nerve. Vertigo in both cases 
is presumably due to involvement of the vestibular 
portion of the auditory nerve. Diminution of hear- 
ing and tinnitus in these cases further associates 
the auditory apparatus. Bell’s Palsy (Facial Pa- 
ralysis) per se is unaccompanied by herpes. Facial 
Paralysis, acoustic nerve involvement and herpes 
together in the distribution in these cases reported 
must therefore originate in the same anatomic area, 
presumably the Geniculate Ganglion and thus the 
Geniculate Syndrome or Herpes Zoster Oticus. 
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AMA DUES 


5 teow recent decision of the House of Delegates 
at the interim session of the American Medical 
Association to assess members of the Association 
$25.00 annual dues marks a change in a century old 
tradition. Members of county and state medical so- 
cieties for over the past 100 years have automati- 
cally been members of the AMA without any 
financial obligation to the parent body. 

The sweeping changes in our American way of 
life has engulfed the medical profession in this 
rush. No longer will the income from the Journal 
of the American Medical Association and other 
publications suffice to support the manifold activi- 
ties of the Association with its many bureaus and 
councils, in addition to the added business of main- 
taining an economic eye with which it can closely 
scrutinize the social trends that are directed against 
the very foundations of our medical care system. 

If one thinks briefly of the extended activities 
over and beyond the purely scientific aspects of 
medicine that have now become the proper objec- 
tives of the AMA, it is not difficult to realize why 
every physician will now pay dues at the (1) 
county level; (2) state level; (3) national level. 
Not only will these funds be used to continue the 
campaign against compulsory health insurance, but 
they will in part be used to support and continue 
such other activities as the Councils on Physical 


Medicine and Rehabilitation, Medical Service, In- 
dustrial Health, Pharmacy and Chemistry, as well 
as the Bureaus of Legal Medicine and Legislation, 
Medical Economic Research, Health Education, 
and Exhibits. Up to this year, these services were 
maintained without cost to members of the AMA. 
Now these functions of the AMA, as well as those 
in the many other fields in which it operates, have 
become the personal responsibility of each phy- 
sician. 

No amount of emphasis can project this respon- 
sibility to our doctors. Never before has the doctor 
as an individual been made to realize that he is a 
member of organized medicine from his county 
society through the state society to the American 
Medical Association. 

Such a change in any organization is bound to 
bring forth new problems. Many situations and 
questions will arise about this new membership on 
the basis of paying dues. In anticipation of these 
problems the House of Delegates of the American 
Medical Association has left final adjustment in 
the hands of the Board of Trustees. This new 
responsibility placed upon the shoulders of the 
Board will be discharged with dignified equity just 
as we know the individual responsibility to each of 
our members in the smallest of the forty-eight will 
be accepted and fulfilled with resigned dignity. 
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JANUARY, 1950 
ANTIHISTAMINIC DRUGS 


Once again the “Readers Digest’ has broadcast 
to the uncritical general public a therapy that is 
declared to be foolproof and successful in its effect. 
The common cold is the latest victim of “medical 
science” and is defeated by the antihistaminic drugs. 
Full page advertisements in our press extol the 
marvelous results of pills containing these drugs, 
urging one and all to start taking them at the first 
sign of a cold. The public has responded whole- 
heartedly to the advertising, as every doctor and 
druggist can tell. 

This “panic of 1949" recalls to mind similar 
extravagant claims made in previous years by the 
“Readers Digest” and advertisers. Time will no 
doubt settle the matter, and nothing written on 
these pages can hasten the day when the druggist’s 
shelf will be stocked with another item few will buy. 

In the meantime there is a pertinent aspect to 
the situation of which we all should be aware. Every 
report on the action of the antihistaminic drugs 
shows a definite percentage of patients who obtain 
the side-reaction of sleepiness, dopiness, drowsi- 
ness, etc. Depending on the actual drug and the 
author, this percentage varies between five and 
fifty percent, which means that a definite number 
of innocent people who take the drug without super- 
vision are going to get into difficulty. 

The whole problem has been created by a recent 
ruling of the Food and Drug Administration which 
permits the open sale of these drugs below a certain 
dosage. A reversal of this ruling by the Food and 
Drug Administration would, if nothing else, pre- 
vent a lot of automobile accidents and maybe save 
some lives. 


MIDWINTER MEETING 

Those of you who didn’t go missed a mighty good 
tine. The Midwinter meeting of the Rhode Island 
Medical Society in combination with the Provi- 
dence Medical Association and the Newport Medi- 
cal Society was a great success. First of all, it was 
a good day, and as most of us, of course, had to 
travel large Rhode Island distances to get there, we 
appreciated this. The weather was even mild 
enough to make a trip along the Ocean Drive not 
unpleasant. There were somewhere about 125 
present, no crowding and yet a goodly group. 

The Viking Hotel handled the affair beautifully. 
The large dining room used both for the scientific 
meeting and the dinner was attractive, and the 
beverages and viands were all that one could ask 
for and they were served just right. The writer 
of this even burnt himself with the first mouthful 
of steak and potatoes. You know Dr. Johnson 
said, “As for myself I mind my belly very studi- 
ously.” And, we should not be ashamed to admit 
that a good meal helps out our meetings. So much 
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for the creature comforts and the gala aspect of 
the affair. 

The medical part was fully as satisfying. Dr. 
Meyer Saklad talked on the Basis of Oxygen 
Therapy, which was not at all stereotyped and 
was interestingly illustrated with unusual and con- 
vincing diagrams. Dr. Wingate Johnson came all 
the way from North Carolina on his first New 
England visit, evidently determined to make a good 
showing, and his talk on The Emotional Factor in 
the Practice of Medicine was not at all hot air but 
good common sense, based on practical observa- 
tions with a scientific background. After dinner, 
Dr. Creighton Barker, of New Haven, Connecticut, 
reported on his recent trip through Denmark, 
Sweden, Norway, and the British Isles, and gave 
us an unbiased, factual statement of what he had 
observed there. 

We have yet to hear from anybody who wasn't 
pleased that they went to this meeting. 
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Fiske Fund Prize Dissertation 


1950 


The Trustees of the Fiske Fund announced at the annual meeting 
of the Rhode Island Medical Society, held in May, 1949, that they 
proposed the following subject for the year 1950. 


“The Present Status of the Treatment of Peripheral Vascular 
Disease.” 


For the best dissertation on this subject worthy of a premium 
they offer the sum of two hundred dollars ($200.00). Each com- 
petitor for the premium is expected to conform with the following 


regulations: 


To forward to the secretary to the Trustees on or before the 
second day of April, 1950, free of all expense, a copy of his dis- 
sertation with a motto thereon, and also accompanying it a sealed 
envelope bearing the same motto, inscribed on the outside, with his 


name and address within. 


Previously to receiving the premium awarded, the author of 
the successful dissertation must transfer to the Trustees all his 
right, title and interest in and to the same, for the use, benefit, and 
behoof of the Fiske Fund. 


Letters accompanying the unsuccessful dissertations will be 
destroyed unopened by the Trustees, and the dissertations may be 
procured by their respective authors if application be made there- 


for within three months. 


The dissertations must be typewritten, double spaced on standard 
typewriter paper, and should not exceed 10,000 words. If the 
dissertation be illustrated, such illustrations will be published at the 


expense of the author. 


Peter Pineo Chase, M.D. Wilfred Pickles, M.D. 


Charles J. Ashworth, M.D. 
Edgar S. Potter, M.D. 184 Waterman Street 


TRUSTEES Providence, R. I. 
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IN THE MEDICAL MANAGEMENT 
OF GALLBLADDER DISEASE 


WHEN THE SYMPTOMS ARE: Pain, indigestion and flatulence and 





WHEN THE DIAGNOSIS IS: Chronic cholecystitis, biliary dyskinesia, or the 
postcholecystectomy syndrome 





A RATIONAL REGIMEN OF THERAPY Adjusted diet to include fats which induce empty- 

INCLUDES: ing of the gallbladder, ketocholanic acids which 
stimulate the flow of bile and antispasmodic 
medication to relax the sphincter of Oddi and 
allay the irritability of the gastrointestinal tract. 








KETOCHOL® 


combines all four bile acids 
(cholic, desoxycholic, chenodesoxycholic and lithocholic) 
in their “keto” or oxidized form. 


DOSAGE: 


One to two tablets three times a day, 
with or immediately following meals. 


PAVATRINE’ WITH PHENOBARBITAL 


combines the smooth muscle relaxant, 
Pavatrine, with phenobarbital, 
the central nervous system sedative. 


DOSAGE: 


One or two tablets three or 
four times a day as indicated. 


SEARLE 


RESEARCH IN THE SERVICE OF MEDICINE 
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JOHN A.GORMLY, M.D., was born in Provi- 
dence on October 2, 1902. After his graduation 
from Providence College he entered Georgetown 
Medical School where he was graduated in 1927, 
He did post graduate work at the Columbia Hos- 
pital for Women and Lying-In in Washington, 
DD. C., and served an internship at the Georgetown 
University Hospital. Dr. Gormly was a member 
of the Providence Medical Association, the Rhode 
Island Medical Society, and the American Medical 
Association. He died on August 18, 1949. 


JAMES F. MCGINN, M. D., 63, a practicing 
physician in Pawtucket for nearly 40 years, died 
December 31, 1949. Dr. McGinn was a native and 
lifelong resident of Pawtucket. He served on the 
staffs of the Roger Williams, St. Joseph’s and 
Notre Dame Hospitals. He was born October 4, 
1885. He attended St. Joseph’s School and La Salle 
Academy, Providence. He graduated from the 
College of Physicians and Surgeons, Baltimore, 
Maryland, in 1910, and spent the following two 
years as an intern at the Alexian Brothers Hos- 
pital, Elizabeth, New Jersey. He then returned to 
Pawtucket to practice. Dr. McGinn was a member 
of St. Mary’s parish and of the Holy Name 
Society of that church. He belonged to the Rhode 
Island Medical Society and the American Medical 
Association, 


EDWARD L. MYERS, M.D., long active in 
medical and political circles in the city of Woon- 
socket, was born in that city December 9, 1885. He 
attended the city’s schools, graduated from Woon- 
socket High School in the class of 1904 and from 
Tufts Medical School in 1910. In the First World 
War he was commissioned a captain in the medical 
corps of the United States Army. Besides being 
medical examiner, a position he had held for 13 
years after serving several years as assistant ex- 
aminer, he was police surgeon, a school medical 
inspector, and examining physician for the police 
and fire departments. He also served for five years 
as examining physician for the former State Un- 
employment Compensation Board on sickness bene- 
fit cases, resigning from that position last January. 
He was a member of the Woonsocket School Com- 
mittee, having been elected to a six year term in 
1944. From 1944 to 1948 he was chairman of the 
board. He held membership in the Woonsocket 
Medical Society, the Rhode Island Medical Society, 


National Association of Medical Associations and 
the American Medical Association. He was on the 
Woonsocket Hospital staff for 36 years, having 
served his internship there after graduation from 
medical school. Dr. Myers was 63 when he died, 
November 10, 19-49. 


MICHAEL J. NESTOR, M.D., city registrar 
and superintendent of the Providence Health De- 
partment for 13 years, died January 9, 1949 at the 
Charles V. Chapin Hospital after an illness of sev- 
eral weeks. A specialist in pulmonary tuberculosis, 
Dr. Nestor gave up the private practice of medicine 
when he was named to head the health depart- 
ment as successor to Dr. Dennett L. Richardson 
in 1935. A quiet, unassuming man, he was widely 
known and respected in the city government and in 
the medical profession he entered in 1905 with 
graduation from the College of Physicians and Sur- 
geons in Baltimore, Maryland. Dr. Nestor was 
born in Westerly, March 15, 1876. He was educated 
in public schools there and by private tutor. Later. 
he entered the employ of the late Dr. Thomas J. 
Bannon, a veteran Rhode Island pharmacist, who 
advised him to undertake the study of medicine. 
After graduating from the Baltimore college with 
highest honors, Dr. Nestor served for a year as 
intern at the Baltimore City Hospital. Dr. Nestor 
is credited with fostering a general sanitation pro- 
gram, latest phase of which was the restaurant 
sanitation ordinance passed recently by the city 
council after months of study. Dr. Nestor set up 
a tuberculosis program in 1940 when the city took 
over that work from the Providence Tuberculosis 
League of which he was a member. He was a mem- 
ber of the Providence Medical Association, the 
Rhode Island Medical Society, the Rhode Island 
Public Health Association, which he served as 
president and treasurer, the American Public 
Health Association, and the American Medical 
Association. While practicing privately, he was on 
the staffs of the Rhode Island Hospital, the Charles 
V. Chapin Hospital, St. Joseph’s Hospital, and the 
Roger Williams General Hospital. When he be- 
came superintendent. he joined the consulting staffs 
of those hospitals. He was an ex-officio member 
of the city’s board of hospital commissioners and 
of the Rhode Island Council of Social Agencies; 
a member of the corporation of Rhode Island Hos- 
pital ; the Providence Lodge of Elks: Tyler Coun- 


cil, Knights of Columbus, and the Sons of Irish 
continued on page 36 
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Kings. Dr. Nestor also served as a director of the 
Rhode Island Infantile Paralysis Foundation and 
was a member of the board of trustees of the Provi- 
dence District Nursing Association. 


EDWIN G. THOMPSON, M.D., 86, who 
headed the American Red Cross expedition of 
Rhode Island doctors to the Halifax, N. S., disaster 
in 1917, died May 11, 1949 at his home after a long 
illness. Holder of both medical and dental degrees, 
Dr. Thompson was born at the disaster site and 
came to this country in 1889. He was graduated 
from the Philadelphia Dental College in 1890. He 
later entered the old Medico Chirurgical College of 
Philadelphia and received his degree in 1893. After 
internships at Samaritan Hospital and the Medico 
Chirurgical hospitals, he came to Rhode Island and 
practiced medicine here until his retirement in 
1946. Dr. Thompson was a member of the Provi- 
dence Medical Association, the Rhode Island Medi- 
cal Society, the American Medical Association, 
What Cheer Lodge, F. and A. M. Palestine Shrine, 
and the Rhode Island Consistory. For many years 
he served as a physician for the Prudential Life 
Insurance Company, and the Metropolitan Life 
Insurance Company, and was on the visiting staff of 
Roger Williams General Hospital. He served as 
colonel in the United Train of Artillery, R.I.M., 
from 1924 to 1925. 


STEPHEN A. WELCH, M.D., former presi- 


RHODE ISLAND MEDICAL JOURNAL 


dent of both the Rhode Island Medical Society and 
the Providence Medical Association and only sur- 
viving member of the class of 1879 of Brown Uni- 
versity, died September 7, 1949 at his home. He 
was 91 years of age. In February, 1948, Dr. Welch 
received a double distinguished service award from 
the Providence Medical Association, having served 
not only as president of the organization, but also 
as its secretary. During the Spanish-American War 
he served as a medical examiner of candidates for 
the armed forces. He served as the medical exam- 
iner for an insurance company for 49 years and was 
on the staff of Rhode Island Hospital for more 
than 20 years. Dr. Welch was a member of the 
Providence Medical Association, the Rhode Island 
Medical Society, and the American Medical Asso- 
ciation. 
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JOHN A. YOUNG, M.D., 73, who practised 
medicine in Newport for 43 years and was physician © 
for St. George’s School and Portsmouth Priory [ 


School, died December 6, 1949 after a brief illness. | 


Dr. Young was born in 1875, attended Rogers 
High School, Newport, and graduated from Clas- 
sical High School, Providence. 


graduated from Harvard Medical School in 1904. 


He was a member of the Rhode Island Medical | 
Society, the Newport County Medical Society, and 


the American Medical Association. 
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THE INDICATION 
DICTATES THE CHOICE OF MEDICATION 


Glycerol (Doho) by Exclusive 
Specific Gravity—and is 


IN ACUTE OTITIS MEDIA ; 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY, AS PENICILLIN, ETC. 
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Process has the Highest Obtainable 
| || Virtually Free of Water, Alcohol and Acids 


IN CHRONIC SUPPURATIVE 
OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATOMYCOSIS 


USE 


0-TOS-MO-SAN 


++. @ potent chemical combination (not a 
mere mixture), combining Sulfathiazole 
and Urea in AURALGAN Glycerol (DOHO) 
Base—because it exerts a powerful solvent 





FORMULA: 

Urea. 2.0 GRAMS 
Sulfathiazole...............:..cs0 1.6 GRAMS 
Glycerol (DOHO) Base.......... 16.4 GRAMS 


Literature and samples sent to physicians on request. 


DOHO CHEMICAL COR P.—Makers of AURALGAN and 0-TOS-MO-SAN NEW YORK 13 
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DISTRICT MEDICAL SOCIETY MEETINGS 





KENT COUNTY MEDICAL SOCIETY 

The annual meeting of the Kent County Medical 
Society for 1949 was held on December 15 at the 
Varnum Memorial Armory, East Greenwich, 
Rhode Island. 

After a turkey dinner, the meeting was called 
to order at 10:20 P.M. by Dr. Arthur Hardy. 

The report of the November meeting was ac- 
cepted as read. 

The reading of the treasurer’s annual report was 
postponed to the next meeting, pending auditing 
of it by the bank. 

The secretary’s annual report was read and ac- 
cepted. 

Dr. Mack suggested an attendance roster be kept 
at the meetings. 

The retiring president, Dr. Hardy, then gave his 
annual address. It was chiefly a talk reviewing the 
achievements of the year, including the start of the 
construction on our hospital, and the business like 
solution of the Blue Cross-Surgical Insurance 
program. 

The nominating committee then proposed the 
following names for election : 

President: Dr. Joseph Kent 

Vice-President: Dr. Jean M. Maynard 

Secretary: Dr. Edmund Hackman 

Treasurer: Dr. John Mack 

Censors: Dr. Royal Hudson for 2 years 
Dr. Irene Maynard for 3 years 

Councillor for 2 years: Dr. Arthur Hardy 

Committee on Hospitals and Professional Regu- 

lations 
Dr. Joseph Kent—Chairman ex-officio 
Dr. Arthur Hardy—4 years 
Dr. George Young—3 years 
Dr. Harold Collom—-2 years 
Dr. Joseph Wittig—1 year 

Dr. George Young moved that the secretary cast 
one ballot electing these officers. It was seconded 
by Dr. Tefft and so voted. 

Drs. Young and Hudson then escorted Dr. Kent 
to the chair. 

The by-laws were again brought up and are 
nearing completion for a reprint. 

Dr. George Young reported about his talk with 
the V. F. W. and announced that Dr. Orland 


Smith will be invited to talk to them about a blood 
bank for the new hospital. 
Dr. Tefft moved that the meeting adjourn, and 
it was seconded and so voted at 10:45 P.M. 
Respectfully submitted, E 
Jean M. Maynarp, M.v., Secretary 7 


KENT COUNTY MEDICAL SOCIETY 4 

The regular monthly meeting of the Kent County 7 

Medical Society for November, 1949, was held on ~ 
the 29th at the office of Dr. Peter Erinakes. 

There were 13 members and 1 guest speaker 
present. The meeting was called to order at 9:30 7 
P.M. by the president Dr. Arthur Hardy. 

A new by-law, re: Committee on Hospitals and | ~ 
Professional Regulations, was added to the Con- ~ 
stitution after a motion made by Dr. Abbate, and 
seconded by Dr. Koch, that this by -law be accepted — 
after correction of a typographical error. 

Progress was reported on the compilation of the 
by-laws for a new reprint. 

The trustees of the Kent County Memorial 
Hospital notified Dr. Hardy that the Veterans of | 
Foreign Wars of East Greenwich are offering an | 
iron lung for the new hospital. It was pointed out 
that one could be obtained on request from the 
National Foundation. Dr. Abbate made a motion, 
seconded by Dr. Hudson, that the chair appoint 
someone to speak to the V. F. W. at their next 
meeting and propose an alternative gift, such asa 7 
blood bank. Dr. Young was appointed for this task. 

The committee for the annual meeting to be held 
next month was then appointed by the chair. It 
comprises Drs. Taggart, Young and Mack. 

The chair also appointed Drs. Taggart, Hudson 
and Farrell as the nominating committee for elec- | 
tion of officers for next year. a 

Dr. Charles Farrell, chairman of the “Committee 2 
on Public Policy and Relations,” spoke about the 7 
role of the individual doctor in the campaign against 7 
socialized medicine, and indicated that opposing / 
socialized medicine is opposing socialism as a whole. © 
Public relations serve to make the public conscious | 
of the doctor’s role and position in the community. | 
He mentioned different publications regarding 
socialized medicine, especially “American Medicine 


and the Political Scene”, a timely pamphlet written 
continued on page 40 
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continued from page 38 
every week by Marjorie Shearon. He described 
what certain county societies were doing and re- 
marked briefly on the state of medicine under 
socialism in England. 

Dr. Farrell then made the following suggestions : 
-very member should first support his county and 
state society by paying his dues, and give a con- 
certed effort in this respect ; county societies should 
send one man as a delegate or counselor to national 
meetings of county societies to keep posted on cur- 
rent events and learn what others are doing; sub- 
scribe to different publications; and, have local 
newspapers print cartoons and reprints on social- 
ized medicine. 

To end, Dr. Farrell played a transcription of a 
speech made by Marjorie Shearon concerning the 
bill HR 6000, which she gave last fall in Providence 
at the Medical Library. 

A rising vote of thanks was accorded to Dr. 
Farrell for his interesting and enlightening re- 
marks, and the meeting adjourned at 11 P.M. 


Respectfully submitted, 
Jean M. Maynarp, M.D., Secretary 


WOONSOCKET DISTRICT 
MEDICAL SOCIETY 

The first winter meeting of the \Voonsocket 
District Medical Society was held on December 6, 
1949, at the Club Canadien. The meeting was 
opened by the President, Thomas J. Lalor, M.D., 
at 9:30 P.M. Minutes of the last session were read 
and approved and a letter of appreciation from 
Mrs. I:dward L. Myers was presented. 

There was a discussion of the Emergency Medi- 
cal Care Set-up and a motion was made and ap- 
proved that the period to be covered on Sunday 
would be from 7 :00 A.M. until 7:00 A.M. Monday. 


The President appointed Drs. F. J. King, J. 
Reilly, and G. Keegan as a nominating committee 
to present a slate of officers for the coming year. 

Dr. Robert Hayes, representing the Public Re- 
lations Committee of the Rhode Island State Medi- 
cal Society, was introduced and he presented plans 
for the furthering of the Public Relations Program 
with relation to the Welfare Legislation called for 
hy the present National Administration. He stressed 
the importance of meeting the public demands for 
:mergency Medical Care and the need for estab- 
lishing better relations with the press. His talk 
covered the development of trends toward the 
National Compulsory Insurance. Excerpts from 
a speech, recorded by Marjorie Shearon, on the 
development of the Socialized State. were repro- 
duced on the recording machine. 


RHODE ISLAND MEDICAL JOURNAL 


The Nominating Committee presented the fol- 
lowing slate of officers: President—Dr. Leo Du- 
gas: Vice-President—Dr. Alfred E. King; Secre- 
tary—Dr. Emil A. Kaskiw; Treasurer—Dr. Paul 
Boucher. House of Delegates : Drs. George Keegan, 
Joseph McKenna. Councillor—Dr. T. J. Lalor; 
alternate—Dr. Augustine Eddy. Censors: Drs. 
Francis J. King, Alton P. Thomas, George A. 
Crepeau. A nomination was made and adopted 
that the slate be approved and unanimously elected. 

The meeting was adjourned at 11:00 P.M. 

A buffet supper was served. 

Attendance 27. 

Respectfully submitted, 
ALFRED E. Kino, M.D., Secretary 


NEWPORT COUNTY MEDICAL SOCIETY 


Seventeen members attended the November 22nd 
meeting of the Newport County Medical Society 
held at the Newport Hospital. It was called to 
order at 9:15 p.m. by Dr. Philomen P. Ciarla. 

One communication was read. Drs. H. William 
Taylor, Rupert Von Trapp and Phillip McAllister 
were adinitted to the Society. The applications for 
membership of Drs. Lorenzo Orlando and John E. 
Carey were referred to the Board of Censors. 

Dr. Osmond Grimes moved that a committee be 
appointed to revise the by-laws and application 
forms. Dr. Samuel Adelson amended this to have 
the committee made up of the President and Secre- 
tary of the Society. The motions were seconded 
and passed. 

Dr. Charles Farrell, our guest speaker, spoke 
on the Public Relations of County and State Medi- 
cal Societies. 

Collation followed. 

Respectfully submitted, 
Joun M. Matone, M.p., Secretary 


PAWTUCKET MEDICAL ASSOCIATION 


The regular monthly meeting of the Pawtucket 
Medical Association was held on November 17, 
1949, at 6:15 p.m. in the Nurses’ Dining Room of 
Memorial Hospital. This was a dinner meeting 
and sixteen members attended. 

Dr. Dante Chiappinelli and Dr. Rudolph Alex- 
ander Jaworski were unanimously elected to mem- 
bership in the Association. 


Dr. Albert Gaudet moved that the Association 7 
go on record as being opposed to the newly enacted | 
Medico-Legal Laws of Rhode Island in certain 7 
respects, particularly as regards the Chief Medical 7 
Examiner and the number of Deputy Examiners. } 


This motion was passed. The Secretary was in- 
structed to write to the Attorney-General and to the 


House of Delegates of the Rhode Island Medical 
continued on page 42 
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continued from page 40 
Society expressing the desire of the Association to 
have the deficiencies corrected as far as possible. 
The meeting then adjourned to the Nurses’ 
Auditorium where the chairman, Dr. Charles L. 
Farrell addressed the group on “Public Policy and 
Relations.” 


Dr. Farrell made a plea for more active partici- 
pation in the affairs of the Medical Society and also 
of the community. Emphasizing that we are citi- 
zens as well as doctors, he said, “Be informed, read 
Marjorie Shearon’s reports, make your influence 
felt. Don’t talk Socialized Medicine, talk Socialism. 
Recognize parts of the whole picture. And keep 
your eyes on current legislation, particularly 


HR 6000”. 
The meeting adjourned at 10:15 p.m. 
Respectfully submitted, 
K. W. HENNEsSEY, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, November 7, 1949. The meeting was 
called to order by the President, Dr. George W. 
Waterman, at 8:40 p.m. 


The Secretary read the minutes of the previous 
meeting of the Association. 


There were no reports of committees and no 
comununications. 


Dr. Waterman reported that the Association 
would not meet in December in Providence, but 
instead would meet jointly with the Rhode Island 
Medical Society for its Midwinter meeting to be 
held at the Viking Hotel at Newport, Rhode Island, 
on Wednesday, December 14. He urged the at- 
tendance of all members at this session. 


Dr. Waterman introduced as the first speaker 
of the evening Dr. Thomas Perry, Assistant Sur- 
geon, Out-patient Department, at the Rhode Island 
Hospital, who spoke on “CARCINOMA OF THE 
TONGUE.” Dr. Perry stated that carcinoma of 
the tongue occurs in the usual age group in cancer. 
90% are males. In cancer of the floor of the mouth 
86% are males whereas in the buccal mucosa 96% 
are males. Primary cancer is almost never found 
around the circumvallate papillae. Since 4 of the 
patients have a positive serology, it is probably 
related to luetic glossitis. 


In cancer of the lip, 80% are grade 1, but in the 
tongue only 19% are grade 1. Therefore the prog- 
nosis is bad. 
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The end results of his study show that in 95 cases, 
only 15 had three year cures or 15.8%. 10 hada 
five year cure with 11.9%. Of 95 cases, 33 were so 
bad, palliation only was given. 

Of the 62 cases treated for cure only 15 had 
surgery, 47 had radiation only with a cure rate of 
23.3%. The local lesion was cured by primary 
treatment in 10 cases, 7 by radiation, 3 by surgery. 

Only 14 cases had a lesion of less than 2em. 50% 
cure was obtained in this group. Many of the 
tumors are on the posterior 1/3 of the tongue, and 
are painless so that the patient is unaware of it. 
hence the large size when first seen. 

13 cases had neck dissection, one a bilateral one. 
One case is living and well seven years after positive 
nodes were found. 

How can we improve these figures? A younger 
individual with good size tumors should have a 
prophylactic neck dissection. We now feel that 
surgery has more to offer than before when x-ray 
and radium were more popular. Even a total 
glossectomy can be done if necessary. 

In the discussion, Dr. Cameron said that the 
higher percentage in males was due to syphilis 
(25% ), tobacco, and poor dental hygiene. He em- 
phasized the fact that the 50% three year cures 
were in early cases in which the lesion was less than 
2cm. Over 47% had neck nodes when first seen. 
Later 20% developed them while under treatment. 

Dr. Chase stated that the mortality rate did not 
tell the entire story. Many died with a clean mouth 
from other causes. 

Dr. Gibson showed two cases of radical neck and 
jaw dissection he had done with excellent results. 


The second speaker of the evening was Dr. 
Seebert J. Goldowsky, assistant surgeon at the 
Rhode Island Hospital, who spoke on “SPON- 
TANEOUS RUPTURE OF THE ABDOMI- 
NAI. AORTA WITH REPORT OF A CASE.” 

Dr. Goldowsky presented a history of a case of 
ruptured abdominal aortic aneurysm. Patient was 
seized with generalized abdominal pain and dys- 
pnea, and then stupor set in. Abdomen revealed an 
enlarged liver, but no tenderness or spasm. Several 
hours later distension set in. White blood count 
was 40,000. Electrocardiogram was negative. On 
the seventh day after drinking water, he experi- 
enced abdominal pain, became cyanotic, blood 
pressure dropped to 40, and he expired in thirty 
minutes. At post mortem a saccular aneurysm with 
rupture was found with retroperitoneal hemato-va. 


He drew our attention to this condition in the 
differential diagnosis of the acute abdomen. Luetic 
aneurysm has disappeared with progress in the 
treatnent of syphilis. There is now more frequent 


appearance of atheromatous aneurysm due to pro- 
continued on next page 
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PROVIDENCE MEDICAL ASSOCIATION 
continued from preceding page 
longation of life in older people. This can be of 
the dissecting, saccular, or fusiform type. The 
abdomen is rigid at onset, later ileus and distension 
appears. 

At times the symptoms suggest renal calculus, 
due to rupture in the peri-renal area. Some cases 
simulate ruptured gastric ulcer. 

From 1938 to 1948, there were ten cases in the 
Rhode Island Hospital. Duration of survival was 
five hours to fifteen days. Abdominal pain was 
present in all ten cases. Nausea and vomiting oc- 
curred in five. Bowel changes were variable as was 
weakness and prostration. Shock was present in 
all. Abdominal mass was palpated in six. All had 
elevated white blood counts. In only one x-ray 
was aortic change noted. Abdominal exploration 
was done in two instances with the finding of re- 
troperitoneal hematoma. Two cases of ruptured 
thoracic aorta in the files also had abdominal pain. 

Blakemore now uses wiring and electrothermal 
coagulation. The interval of two to four days after 
onset gives a good opportunity for surgery. 






Dr. A. Henry Fox in the discussion stated that 
the pain in this condition can be very severe, com- 
parable to the pain of occlusion of a major vessel 
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of the leg. The incidence of the disease in the sixty 
to seventy age group should make us suspect it in 
these patients with abdominal pain. A very high © 
white blood count directly after the onset, that 7 
recedes in a day or two indicates rapid hemorrhage. 

Dr. Robert Baldridge suggested x-ray demon- ~ 
stration of the aneurysm by injecting radio-opaque 
media. Hippuran injection of the aorta while ~ 
requiring special skill can be done for diagnosis. © 

The meeting adjourned at 10:50 p.m. E 

Attendance was 78. 

























Collation was served. 






Respectfully submitted, 







Daniev V. TrRopPott, M.D., Secretary § 
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BOOK REVIEWS 





ADVANCES IN INTERNAL MEDICINE, vol. 
3. Edited by William Dock and I. Snapper. In- 
terscience Publishers. N. Y., 1949. $8.50. 

VOLUME THREE of the series “ Advances in Internal 
Medicine”, as in the preceding two volumes, con- 
sists in a series of monographs. The subjects are 
varied and serve the avowed aim of the series, to 
brief the internist, other specialists, and the general 
practitioner on outstanding recent advances in 
internal medicine and related fields. 

The initial chapter on the use of BAL, as British 
Anti Lewisite is abbreviated, covers the theoretical 
background associated with the development of this 
compound. BAL resulted from an intensive search 
for an antidote against arsenical war gases, begun 
in 1939 in the laboratories of Professor R. A. Peters 
at Oxford. The compound, 2, 3-dimercapto 1 pro- 
panol (BAL) proved to have such a high affinity 
for arsenic that it was possible to reverse virtually 
all of the acute biologic effects of arsenical toxicity 
in animal experimentation. A very interesting des- 
cription of the use of BAL in the treatment of 
arsenical intoxication in man follows. Arsenical 
dermatitis, encephalitis, and various blood dyscra- 
sias, associated for the most part with anti-luetic 
therapy, were all found to benefit greatly from the 
use of BAI.. These promising results led to its use 
in other forms of metallic poisoning. It was found 
to be life saving in cases of mecurial ingestion, and 
greatly beneficial in toxicity from other metals, 
including: gold, antimony and bismuth. The mortal- 
ity from lead poisoning, however, appeared to be 
actually increased by the use of BAL, and it was 
ineffective in thallium poisoning and argyria. 

The chapter entitled “Current Concepts of He- 
molytic Anemias” By Estren and Dameshek offers 
a worthwhile review of the basic principles involved 
in physiologic and pathologic hemolysis, and sum- 
marizes current concepts of some of the major 
hemolytic syndromes. Theories concerning the 
usual mechanisms of hemolysis are presented, and 
the role of the spleen and other portions of the 
reticulo-endothelial system discussed. The various 
hemolytic syndromes are considered, including the 
hereditary-congenital types, spherocytosis, sickle 
cell and target cell (Mediterranean), as well as 
the “idiopathic” acquired hemolytic. anemias. In 
this latter category, the treatment of erythroblasto- 
sis fetalis and its immunological background Rh, 


is unusual for its simplicity and clarity. Finally the 
concept of hypersplenism is discussed. 

A chapter entitled “Factors Modifying Penicillin 
Activity” is included. The multiplicity of the pen- 
icillin species, and their varying bactericidal activ- 
ity are described, as well as the absorption, excre- 
tion, and distribution of penicillin in the body. 
Various factors modifying the activity of penicillin 
are also discussed. 

A discussion of the treatment of tuberculosis by 
streptomycin follows. The early work in this 
regard was of course carried out in animals, and 
following this experimental work in human tuber- 
culosis was carried out. The authors review their 
experiences at the Mayo Clinic, Mineral Springs 
Sanatorium, and the Rochester State Hospital. The 
effects of streptomycin therapy on the various types 
of tuberculosis, the gratifying response of tracheo- 
bronchial and laryngeal tuberculosis, the unpredic- 
table response of pulmonary tbc, and the rather 
small percentage of tuberculous meningitis cases 
salvaged are described. Incidentally the authors 
advise combined intramuscular and intrathecal ad- 
ministration for tuberculous meningitis. Frequent 
remissions were observed, but relapses were also 
frequent, and actual cure was obtained in relatively 
few. It appears that streptomycin, while useful, 
falls short of the ideal tuberculochemotherapeutic 
agent. 

The chapter on Histoplasmosis represents a fairly 
complete description of this disease. The first case 
was described by Darling in 1906. On the basis of 
this and two subsequent cases, he described the 
outstanding clinical features as irregular fever, 
emaciation, anemia, leukopenia and splenomegaly, 
which concept largely holds true today. Since this 
time, many more cases have been reported, two of 
which are based on autopsy material from hospital 
files 13 and 21 years after the autopsies were per- 
formed. 81 cases were reported up to 1945, 56 of 
which were in the United States, and there appears 
to be a particularly high incidence in the mid- 
western part of this country. In approximately one 
third of the reported cases, diagnosis was esta- 
blished during life, and in the majority of the other 
cases, diagnosis could have been made while the 
patient was alive if the condition had been sus- 
pected. Diagnosis by biopsy has been the most 


successful of all diagnostic methods, enlarged 
; continued on page 49 
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superficial lymph nodes and superficial lesions of 
the skin or mucous membrane being most readily 
examined. A detailed picture of the clinical and 
pathological features is included. No effective 
treatment is available as yet. 

The treatment of hyperthyroidism with anti- 
thyroid compounds is exceptionally well covered 
in a monograph by Astwood. The _ theoretical 
mechanism of action of these compounds is re- 
viewed im detail, and the various antithyroid sub- 
stances are critically compared. The section on 
nodular goiter is most interesting. The author feels 
that while Graves disease and toxic adenomatous 
goiter differ in their most classic forms, many cases 
cannot with certainty be placed in one or the other 
group. Further it was recently shown that it is 
not the nodules in adenomatous goiter but rather 
the intervening tissue that is hyperactive. He feels 
therefore that it is impractical and possibly unwise 
to regard these two clinical variants as two different 
diseases. Experience with antithyroid therapy has 
not aided in making a distinction between the two 
conditions, as the response to treatment may be 
identical. 

Iodine medication is discussed, and it is pointed 
out that the delayed response to anti-thyroid drugs 
following iodine therapy may be a serious matter. 
He warns that any physician who prescribes iodine 
for the treatment of hyperthyroidism should do so 
in full realization that should it fail, a difficult 
therapeutic problem will present itself. As far as 
the concurrent administration of iodine and anti- 
thyroid medication is concerned, he feels that re- 
lapses are more frequent with this therapy, and that 
iodine should be avoided entirely. Astwood’s views 
regarding therapy for nodular goiter and iodine 
medication conflict rather sharply with those ex- 
pressed by Dr. Cyrus Sturgis of the Univ. of 
Michigan while on a recent visit here. The entire 
discussion is clear, refreshing and informative. 

Diagnosis of Disease by Enzymic Methods dis- 
cusses the association of bodily disease and changes 
in the serum content of enzymes. The chapter 
furnishes a good review and integration of the 
action of enzymes, and their importance in clinical 
diagnosis. The significance of the acid and alkaline 
phosphatase values in prostatic carcinoma, and the 
elevation of zymohexase in other types of cancer 
are among the clinical features discussed. A list 
of enzyme changes in disease is included. 

Janeway’s article on plasma fractionation is of 
interest. This work was done largely during the 
War, with several private and governmental agen- 
cles pushing the project. The material was supplied 
hy the blood donor service of the Red Cross. The 


iethods of fractionation are described, and the 
continued on next page 








IN MOUNT PLEASANT IT’S... 


Butterfield’s 
DRUG STORE 


Corner Chalkstone & Academy Aves. | 


ELMHURST 1-1957 











IN OLNEYVILLE ITS... 


McCAFFREY nc. 


19 OLNEYVILLE SQUARE 
PROVIDENCE 9, R. I. 











IN PAWTUCKET IT’S... 


J. E. BRENNAN & COMPANY 


Leo C. Clark, Jr., B.S., Reg. Pharm. 


5 North Union Street Pawtucket, R. I. 
SHELDON BUILDING 





7 Registered Pharmacists 

















IN WOONSOCKET IT’S... 


Joseph Brown Company 
Specializing in Prescriptions 
and Surgical Fittings 





EIGHT REGISTERED PHARMACISTS 


188 Main Street Woonsocket, R. I. 
“If It’s from Brown’s, It’s All Right’ 











BOOK REVIEWS 


continued from page 49 


various fractions and their clinical uses set forth in 
detail. Such substances as fibrin foam, useful as a 
hemostatic agent, antihemophilic globulin (Fraction 
1) which accelerates the clotting of hemophilic plas- 
ma, and gamma globulin, effective in preventing or 
modifying measles, infectious hepatitis, and pos- 
sibly other diseases, are discussed. The use of 
serum albumen is also described. 

A chapter on the Mechanism of acclimatization 
to heat sets forth the physiologic adjustments by 
which man adapts himself to increased tempera- 
tures. The mechanisms by which these adjustments 
are made, not having been known, were carefully 
worked out by the author. Apparently, the process 
of acclimatization to heat consists essentially in an 
increased activity of pituitary adrenocorticotropic 
hormone with resultant production and liberation 
of adrenal cortical steroids. These latter substances 
are responsible for the improved peripheral circula- 
tion and conservation of body salt which underlie 
acclimatization. 

The final chapter is a summary of medical prog- 
ress in neurologic therapy. The status of the treat- 
ment of some of the more common diseases of the 
nervous system is discussed in a highly creditable 
fashion. 

Joun A. RogurE 
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CARE OF THE SURGICAL PATIENT by 
Jacob M. Fine. W. B. Saunders Company, Phil., 
1949. $8.00. 


As stated by the author, this book is not a text- 
book of surgery, but rather a guide to the over-all 
care of the surgical patient. Although it should be 
a helpful text for any practicing surgeon, it will 
find its greatest field of usefulness in the hands of 
medical students and of surgical internes and 
residents. 

Its 52 chapters are grouped into six general 
sections, the titles of which give a fair indication of 
its range and scope. Section I on General Consider- 
ations contains chapters of fluid and electrolyte 
balance, nutrition and surgical infections. The 
various systems and surgical specialties are covered 
in Section II, entitled Regional and Special Sur- 
gery. Section III is devoted to the Endocrine 
Diseases and Hormone Therapy. Coincidental 
medical illnesses such as cardiac disease and dia- 
betes mellitus are discussed in Section IV. Section 
V outlines various clinical and laboratory pro- 
cedures of established value, while Section VI 
describes the preoperative and postoperative care 
of the surgical patient. 

The author’s keen and logical mind is displayed to 
advantage in those portions of the text concerned 
with problems in general surgery, where his per- 
sonal experience is widest and particularly in dis- 
cussions on applied surgical physiology, in which 
he excels. The surgical specialties, such as neuro- 
surgery, nose and throat, gynecology, orthopedics, 
plastic and pediatric surgery, treated in a fashion 
which is often superficial and elementary, might 
well have been approached from a more authorita- 
tive viewpoint. In view of the availability of excel- 
lent textbooks and monographs on these subjects, 
this space might well have been devoted to other 
matters. 

On the whole, however, this volume can be well 
recommended as a useful addition to the surgeon’s 
library. 

SEEBERT J. GOLDOWSKY, M.D. 
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(1) Thesodate — Brewer IN ANGINA PECTORIS 


(Theobromine Sodium Acetate 71/ gr. enteric coated) 










Thesodate has been proven effective in increasing 
the capacity for work in individuals suffering from coronary 
artery disease. One Thesodate tablet four times a day 
(after meals and at bedtime) helps to maintain improved 
heart action and increased coronary artery circulation. 











e 
@ an kide — Brewer IN LUETIC HEART DISEASE 


(Potassium Iodide one gram or half gram enteric coated) 











Enkide is useful as an adjuvant in tertiary syphilis 
and wherever potassium iodide therapy is indicated. Enkide 
insures accuracy of dosage, absence of gastric irritation and 
convenience of administration. Patients are more apt to fol- 
low prescription directions because of these advantages. 








© Amchlor — Brewer IN CARDIAC EDEMA 


(Ammonium Chloride one gram enteric coated) 









Amchlor cuts in half the number of tablets each 
patient takes when large amounts of ammonium chloride are 
prescribed. This convenience to the patient helps to insure 
full and complete use of the entire amount prescribed. 
Amchlor is useful in cardiac edema, hypertension, dysmen- 
orrhea, Meniere’s Syndrome, etc. 









Samples and Literature Available Upon Request. 
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